Objective: This preliminary study aimed to identify and compare characteristics related to violent behavior in inpatients with schizophrenia at a general psychiatric hospital using the Historical, Clinical, and Risk Management 20 (HCR-20), the Modified Overt Aggression Scale (MOAS), and sociodemographic data. Method: Violent and nonviolent participants were selected based on psychiatric admission reports. Participants with reports of aggressive behavior and HCR-20 total score ≥ 21 upon admission were assigned to the violent patient group. Participants without aggressive behavior and with HCR-20 total score < 21 upon admission were assigned to the nonviolent patient group. The MOAS was applied to characterize the degree of severity of the violent behavior. Results: HCR-20 and its subscales were effective in differentiating between the violent and nonviolent participant groups. Twelve of the 20 HCR-20 items were useful for distinguishing between the groups, although total HCR-20 scores were more reliable when applied to the nonviolent patient group. The MOAS did not show high degrees of severity for the types of aggression observed in the participants. Conclusion: HCR-20 was useful and reliable for distinguishing between violent and nonviolent patients with schizophrenia in this clinical psychiatric setting. Item analysis identified the most relevant characteristics in each group. The use of the HCR-20 in clinical psychiatric settings should be encouraged. Keywords: Aggressiveness, psychosis, schizophrenia, HCR-20, risk assessment, MOAS. 
Introduction
Psychotic disorders have been consistently associated with aggressive behavior. [1] [2] [3] Violence risk assessment (VRA) began in forensic psychiatry, used especially for verifying cessation of dangerousness. 1, 3 Such assessment was originally based on clinical psychiatric examination, and a number of scientific advances have been made since the 1990s in complementing traditional VRA.
1,2,4
The development of psychometric instruments such in the mentally ill. 1, 2, 4 Regarding psychiatric diagnosis, the available evidence suggests that HCR-20 is more effective in schizophrenia and mental retardation than in affective and personality disorders. 5, 6 The main objective of VRA in psychiatric patients is the identification of characteristics specifically related to violent behavior and the planning and implementation of therapeutic strategies aimed at reducing that specific risk. 1, 2 The HCR-20 was first developed especially for VRA in forensic psychiatric patients. Later research also showed the instrument's validity in mentally ill patients in general. 2 Subsequent research with psychiatric patients demonstrated the instrument's reliability in this population. 5, 7 Clinical psychiatrists are frequently asked to issue reports, perform assessments, and make judgment calls regarding potentially aggressive patients. Psychometric instruments such as HCR-20 in clinical practice (especially in psychiatric emergency settings) can thus be useful for identifying the risk of violence and thereby offering appropriate treatment for these individuals.
Most empirical studies on VRA focus on individuals who are not guilty by reason of insanity (NGRI). [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] These are defendants with a diagnosis of mental disorder, i.e., not able to appreciate the nature (quality) of their act or to have self-control at the time of the offense. Consequently, the characteristics of the general psychiatric population with regard to aggressiveness and the HCR-20 remain partially unknown. 4, 5 The aim of this article was to assess and compare characteristics related to violence, using the HCR-20, in patients with schizophrenia admitted to a general psychiatric hospital, with and without aggressive behavior at the time of admission.
Method
The study adopted a cross-sectional design. One trained researcher (first author) was responsible for We used MOAS to identify types of aggressive behavior, as in previous studies.
20,21

Setting
The research was conducted at CPRJ, one of the four public psychiatric emergency hospitals in the city, responsible for outpatient psychiatric care of nearby residents. Inpatient care is limited to short-term admission of acute psychiatric patients.
Statistical analysis
The Mann-Whitney nonparametric test was used, Sociodemographic data were analyzed and compared using the t-test (bootstrap, n = 10,000).
Results
The final sample consisted of 38 male participants with a diagnosis of schizophrenia; 19 were classified as violent and 19 as nonviolent. Table 1 provides a detailed analysis of HCR-20 total and subtotal scores and the frequency distribution of each item's score in the entire sample. Table 2 contains HCR-20 mean scores and subscores, divided by groups. were also statistically significant (p < 0.05) ( Tables 2   and 3 ). Item H6 (major mental illness) showed the same score in both groups (Tables 2 and 3 ).
The Clinical subscale showed insufficient internal consistency (α = 0.33). However, the suppression of item C5 (unresponsive to treatment) would have led to an acceptable value for the parameter (α = 0.66). Item C4 (impulsivity) scored differently between the groups and showed the highest statistical significance (p < 0.001) among all HCR-20 items (Table 3) . Regarding items C1 (lack of insight) and C2 (negative attitudes), the differences in scores were also statistically significant (p < 0.05) ( Table 3 ). Item C3 (active symptoms of major mental illness) showed the same score (2) in all participants (Tables 2 and 3 ).
Finally, the Risk Management subscale showed α = 0.57 (poor), and no item exclusion would have resulted in a higher coefficient. Statistical significance was higher for item R5 (stress) (p < 0.001), followed by R1 (plans lack feasibility) and R3 (lack of personal support) (p < 0.05) ( Table 3) . (negative attitudes), C1 (lack of insight), R1 (plans lack feasibility), and R3 (lack of personal support) at p < 0.05 (Table 3 ). Items H6 (major mental illness) and C3 (active symptoms of major mental illness) showed equal scores in the two groups ( Table 2) .
MOAS scores did not detect severe aggression in the participants (Table 4 ). Verbal aggression scores were similar in the two groups, and self-aggression was not reported. The internal consistency of MOAS was satisfactory for both aggression against property and physical aggression (α = 0.75 and 0.76, respectively) ( Table 4 ). In summary, the HCR-20 items that most helped differentiate between violent and nonviolent patient groups were, in order: C4 (impulsivity), H1 (previous violence), R5 (stress), H2 (young age at first violent incident), H3 (relationship instability), and H5 (substance (early maladjustment), C2 (negative attitudes), C1 (lack of insight), R1 (plans lack feasibility), and R3 (lack of personal support) showed lower statistical significance (p < 0.05) ( Table 3 ). Items H6 (major mental illness) and C3 (active symptoms of major mental illness)
showed equal scores in the two groups (Table 2) .
We observed the highest internal consistency when using all three HCR-20 subscales together (α = subscale and item analysis. 3, 7, 8, 11, 14, 15, 21 In one cross-sectional study involving NGRI participants (79% with a diagnosis of schizophrenia), mean total HCR-20 scores were 22.62±5.76, vs. This evidence emphasizes the influence of factors like timing of instrument application, setting, and study methodology on HCR-20 scores.
23.69±5.94 in individuals released from forensic
In our study, the mean score obtained for the 25 These data suggest that there is a subgroup of individuals with a diagnosis of schizophrenia that are potentially more prone than others to violent behavior. 25 In a seven-year prospective cohort of NGRI patients with schizophrenia released from forensic institutions, a cutoff of 12 on the Historical subscale score showed sensitivity of 0.61 and specificity of 0.80. 12 In our study, the mean score in this subscale 11.32±2.45 was similar to this suggested cutoff point. Our results were also similar on items H1 (previous violence), H2 (young age at first violent incident), and H5 (substance abuse problems) (Table 3) . 12 Despite a possible contribution to the origin of the aggressive behavior, item H10 (prior supervision failure) did not help differentiate between the violent and nonviolent groups (Table 3) . Items H7 (psychopathy) and H8 (early maladjustment) are frequently more significant in NGRI populations. 12, 15 In the Brazilian validation of the HCR-20, the mean score obtained on the Historical subscale was 12.35±3.89. 15 Our results showed a similar mean score ( Table 2 ). The Clinical subscale failed to show satisfactory internal consistency in our study (α = 0.33), although the literature shows better results. 15, 24 McNiel et al. suggest a cutoff point of 7 for violent behavior, with sensitivity and specificity of 0.62 and 0.80, respectively. 16 In our study, the mean score on the Clinical subscale in the violent patient group was 7.21±0.92 (Table 2) .
Considering the violent and nonviolent patient groups separately, item C4 (impulsivity) was the single most reliable item, corroborating previous studies (Table 3) . 10, 15, 22, 23 According to Telles et al., items C2
(negative attitudes), C5 (unresponsive to treatment), C4 (impulsivity), and C1 (lack of insight) were the most reliable for VRA. We found similar results for items C1 (lack of insight), C2 (negative attitudes), and C4 (impulsivity) ( Table 3) . 15 In our study, item C3 (active symptoms of major mental illness) did not reach statistical significance (Tables 2 and 3 Table 2) .
The Risk Management subscale shows a strong association with violent behavior in NGRI individuals. 7, 15 In the Brazilian validation of the HCR-20, the Risk Risk Management items for predicting reconviction in NGRI patients. 7 Other studies found similar results.
13,26
Our results suggest that the characteristics explored by the Risk Management subscale are probably relevant in both NGRI individuals and the general psychiatric population. 7, 13, 26 Items R5 (stress) and R3 (lack of personal support) showed the highest statistical significance among the items in the Risk Management subscale ( Table 3 ). The fact that we sampled participants that lived in the same neighborhood may have influenced this subscale's score.
Research on VRA has used different methodologies and psychometric instruments to describe aggressive behavior. 4, 5 However, few studies have used the HCR-20 and MOAS together in the same population. 5, 19, 20 As in our study, Telles et al. found a higher prevalence of verbal aggression (57%) in the total sample.
20
Prevalence rates for self-aggression and aggression against property were below 5%. 
Conclusion
The HCR-20 demonstrated efficacy in identifying and distinguishing between violent and nonviolent patients with schizophrenia admitted to a general psychiatric hospital.
The scarcity of studies on nonviolent patients limits the comparison of our results. In our study, HCR-20 showed more reliable results in the nonviolent patient group. The results could be useful for identifying potential violent and nonviolent patients in clinical psychiatric settings. Further research could benefit from this approach.
